Background: Alcohol withdrawal is a relatively common problem among chronic alcohol users, and its severity will determine the setting in which it will be more appropriate to take care of the patients. Those with mild symptoms will be managed in an outpatient setting, as opposed to those with advanced moderate or severe symptoms who will require inpatient management. Among those patients who will require hospitalization, some of them will do well in a regular floor, but some of them will have to be managed in an intensive care unit. We tried to determine whether some variables could be predictive of an increased risk of being managed in an intensive care unit as opposed to being managed in a regular medical floor.
Introduction
Unhealthy Alcohol Use and Alcoholism are such common problems that virtually every clinician will eventually have to deal with their complications. Complications are likely to happen when an otherwise "healthy" alcoholic suddenly stops its consumption, which may result in the alcohol withdrawal syndrome that can present as mild, moderate or severe, including the most severe form, "Delirium tremens" (DT) [1, 2] .
The alcohol withdrawal syndrome can develop in chronic alcoholics who are alcohol-dependent. Alcohol dependence includes physical dependence, tolerance and compulsive alcohol use that become the main priority of the subject. Signs and symptoms typically develop in alcohol-dependent people 6 -24 hours after their last drink and may occur unintentionally if abstinence is enforced by illness, injury or other causes. The most common features are tremulousness, sweating, nausea, vomiting, anxiety and agitation. Delirium tremens, which is characterized by auditory and visual hallucinations, confusion, disorientation, clouding of consciousness, impaired attention, pronounced autonomic hyperactivity, develops. Neuronal excitation, including epileptiform seizures, can also occur. If left untreated, death by respiratory and cardiovascular collapse may result [1, 3] .
Certain patients should be considered for inpatient treatment regardless of the severity of their symptoms. Relative indications for inpatient alcohol detoxification are history of severe withdrawal symptoms, history of withdrawal seizures or delirium tremens, multiple previous detoxifications, concomitant psychiatric or medical illness, recent high levels of alcohol consumption, pregnancy, and lack of a reliable support network [4, 5] . The revised Clinical Institute WithManuscript accepted for publication July 10, 2013 drawal Assessment for Alcohol (CIWA-Ar) scale is a validated 10-item assessment tool that can be used to quantify the severity of alcohol withdrawal syndrome [4] and enables the provider to classify the patient into three different categories: mild (not requiring hospitalization), moderate and severe. The most severe forms of withdrawal, impending DT, require intensive monitoring and a need to be followed in a high intensity care unit. It would be clinically useful to identify what variables will be predictive of which patients are at higher risk of ending up in the ICU due to severe alcohol withdrawal as opposed to being managed on the regular medical floor.
Objective of the study
To determine which patients admitted to our institution for alcohol withdrawal will be at greater risk to develop severe alcohol withdrawal that will necessitate admission to the ICU. The goal is to identify the variables that would predict those patients with alcohol-related illness who would be more likely to need care in the ICU. This will allow us to monitor those patients more closely when admitted to the medical service. 
Methods and Materials

Analysis plan
All data was extracted from the charts and placed in an Excel spreadsheet. Data was analyzed using SPSS (Statistical Package for the Social Sciences) software. Analyses included: 1), Frequency analysis; 2), Chi Square; 3), Regression; 4), Correlation.
Results
A total of 110 medical charts of patients admitted to the medical service at Woodhull Medical and Mental Health Center with a diagnosis of Alcohol withdrawal between January 1 and December 31, 2009 were reviewed. Fifty-nine of the patients had to be managed in the ICU (53.6%), whereas 51 patients were managed on the regular medical floor during their of those who were unemployed were managed in the ICU, whereas 91.7% of the patients who were employed were managed on the medical floor. Among those managed on the medical floor, 70.6% of the patients were taking prescription drugs, as opposed to only 49.2% of those managed in the ICU. Nearly two thirds (64.7%) of the patients managed on the medical floor were taking OTC drugs, as opposed to only 15.3% of those managed in the ICU. The distribution of sex and most of the comorbidities, excluding diabetes, was similar between the 2 groups. See Table 1 for a demographic description of the sample. The average age of the participants was 51.25 years, (sd = 11), with patients in the ICU being significantly younger than their counterparts on the general floor (48.42 years vs. 54.53 years respectively, t -3.006, P = 0.003).There were no differences between the groups in terms of Body Mass Index (BMI), white blood cell count, hemoglobin, hematocrit, platelet count, glucose level and blood alcohol level ( Table  2) . We examined the relationship between level of care (ICU vs. General Floor) and the patient's health history and co-morbidities (Table 3 ). Details of their significance follow below in the discussion section.
Discussion
Analysis of the data revealed that there was a statistically significant difference for 6 variables: age, employment status, race/ethnicity, diabetes mellitus, use of over the counter medications, and use of prescription drugs. Patients in the ICU were significantly younger than their counterparts on the general floor (48.42 years vs 54.53 years, P = 0.003). There was a strong correlation between unemployment and being managed in the ICU (P < 0.0005). There was also a strong correlation between race/ethnicity and severe alcohol withdrawal requiring ICU management, with Caucasian patients having to be managed in the ICU significantly more than anyone else (P = 0.001). On the other hand, there was a strong correlation between having Diabetes mellitus and being managed on the medical floor (P = 0.019). The same finding holds for use of over the counter drugs (P < 0.0005) and prescription drugs (P = 0.023) and being managed on the medical floor. Otherwise the 2 groups were similar in terms of sex, body mass index, basic laboratory values and all the other comorbidities encountered. There was no statistically significant difference in the other variables analyzed in the study. What can we take from the analysis of this data? The fact that white patients are significantly more likely to require ICU admission might be a marker variable for ethnicity. Our community represents a large, immigrant Polish population seeking care in our hospital. This could be a reflection of a high rate of alcohol consumption and alcoholism among young Polish immigrants. This coupled with high rates of unemployment and sometimes homelessness, we have a socio-economic background that is ripe for the development of severe alcohol withdrawal. On the other hand, patients exhibiting health protective behaviors as a result of a history of chronic illnesses, particularly diabetes, who have to take medications in order to stay healthy, seem to be somewhat protected from the deleterious consequences of alcohol withdrawal.
Conclusion
Alcohol withdrawal is a very dynamic entity that evolves in a matter of hours. It can range from a mild to a very severe, including "Delirium Tremens", entity that if goes untreated might carry important mortality rates. In our institution, several of the patients (53.6%) diagnosed with alcohol withdrawal who were initially admitted to the medical floor had to be transferred to the Intensive Care Unit (ICU) where they would be managed more aggressively. Our study tried to determine if those patients followed a typical pattern.
Predictors indicating a higher likelihood of developing a more severe withdrawal, and hence increasing one's chance of being treated in the ICU were: white race, younger age and unemployment. Conversely being diabetic, using over the counter drugs or prescribed medications appeared to be protective factors.
These findings cannot be fully explained, and considering the fact that this was not a large scale study, it would be extremely difficult to develop a scoring tool from it. A likely explanation would be that patients exhibiting better health protective behaviors are less likely to become very sick from alcohol withdrawal and less likely to necessitate management in the ICU, whereas young patients from the white immigrant Polish population, tend to become unhealthy alcohol users, unemployed and at higher risk to develop more severe withdrawal likely necessitating care in the ICU. This certainly provides opportunities to pursue more behavioral, observational cohort studies that could further explain our findings and confirm if such a trend would exist. This should be done as a prospective, open-trial instead of a retrospective one. Hopefully this study will enlighten us in knowing better how to recognize which patients are at higher risk of developing very severe alcohol withdrawal.
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